findings related to the effect of isolation on psychological wellbeing, and develop recommendations for practice for health care workers.
The psychological effect of being placed in isolation precautions for patient's is in most cases is overlooked. Deprivation of social contact when placed in isolation can be extremely distressing for some patients (Rees, Davies, Birchall and Price 2000) . Some effects of isolation have been identified as anxiety, depression, decreased self-esteem and decreased sense of self control and choice (Gammon 1998 , Denton 1986 . Other studies reported patients feelings of being shunned by staff (Bennett 1983 ) and deprived of personal contact (Ketcham 1983) . For some clinicians these negative effects are accepted "side effects" that are left untreated rather than indicators of the need for intervention to promote psychological wellbeing (Gammon 1998 ).
There is a growing body of literature related to the effects of isolation on psychological wellbeing, however, to date, no systematic review which approach the topic from this particular perspective have been identified; therefore a systematic review may help to provide valuable guidelines and or recommendations for policy makers in relation to, the consideration of the effects of isolation precautions for patients psychological and physiological wellbeing.
Inclusion criteria
Types of studies to be included Randomised controlled trials (RCTs), controlled clinical trials (CCTs), controlled before and after (CBA) studies, cohorts, that examine the effect of isolation on psychological wellbeing and/or patient satisfaction with quality of health care.
Types of participants
The review will consider studies that include adults, with an organism of significance requiring isolation precautions for infection control purposes. Participants will be excluded where isolation is not stated as being for infection control purposes. *See appendix (II) for types of organisms deemed epidemiologically significant.
Types of intervention(s)
The primary intervention of interest is isolation with additional precautions; papers that meet the following minimum criteria will be included:
These criteria were drawn from the CDC guidelines (Garner 1994) Criteria for additional precautions include:
• Handwashing and gloving, to reduce the risks of transmitting organisms from one person to another or from one site to another on the same patient.
• Patient placed in a private room with handwashing and toilet facilities, to reduce opportunities for transmission of microorganisms.
• Various types of gowns and protective apparel are worn to provide barrier protection
• Limiting the movement and transport of patients infected with virulent or epidemiologically important micro-organisms
• Special handling and disposal of used patient-care equipment and articles
Papers which do not report these criteria will be considered for inclusion if the authors can be contacted to verify either the nature of the isolation and/or additional precautions or where the isolation was primarily for the purposes of managing an infectious disease as international literature suggests the above criteria are a minimum standard of care for organisms of interest.
Types of outcomes
The primary outcomes of interest are psychological wellbeing and/or level of satisfaction with quality of care. This review seeks to address indicators of psychological wellbeing including but not limited to:
• Anxiety,
• Depression,
• Self-esteem, and
• Sense of control.
Using standardised validated assessment tools.
For satisfaction with quality of care, all validated measures will be considered:
Search strategy
A three step search strategy will be utilised, step one will seek to identify initial key words from Medline that will be used to construct a database specific, comprehensive search strategy. This initial search will be repeated for each database used in the review to ensure the search terms are specific to the particular database being searched.
The second step will be the comprehensive search of each database using all identified key words for each specific database. The search engine to be used is OVID.
The third step will be to review the reference lists of all included studies to capture any additional papers that may not have been registered with the databases.
The search strategy will include the identification of published and unpublished literature, which is reported in the English language from the following databases:
Ovid Medline, CINHAL PsycINFO, EMBASE, Cochrane Collaboration Controlled Trials Register, Australian Medical Index, AUSThealth, Science Citation Index
The search for unpublished literature will include:
Current contents, dissertation abstracts international, and the Expanded Academic Index.
The search strategy will not be limited by date.
Initial keywords to be used will be: 
Assessment of methodological quality
Papers selected for retrieval will be assessed by two independent reviewers for methodological validity prior to inclusion in the review using the standardised critical appraisal instruments from the Joanna Briggs Institute Meta Analysis of Statistics Assessment and Review Instrument, JBI-MAStARI (Appendix III). Any disagreements that arise between the reviewers will be resolved through discussion with a third reviewer.
Data collection
Data will be extracted from papers included in the review using standardised data extraction tools from the Joanna Briggs Institute Meta Analysis of Statistics Assessment and Review Instrument, JBI-MAStARI (Appendix IV)
Data synthesis
Where possible study results will be pooled in statistical meta-analysis using Review Manager 4.2 from the Cochrane Collaboration. All results will be double entered. Odds ratio (for categorical data) and standard or weighted mean differences (for continuous data) and their 95% confidence intervals will be calculated for analysis. Heterogeneity will be assessed using the standard Chi-square. Where statistical pooling is not possible the findings will be presented in narrative form. (1) Contact transmission, the most important and frequent mode of transmission of nosocomial infections, is divided into two subgroups: direct-contact transmission and indirect-contact transmission.
Declaration of interest
(a) Direct-contact transmission involves a direct body surface-to-body surface contact and physical ransfer of microorganisms between a susceptible host and an infected or colonized person, such as occurs when a person turns a patient, gives a patient a bath, or performs other patient-care activities that require direct personal contact. Directcontact transmission also can occur between two patients, with one serving as the source of the infectious microorganisms and the other as a susceptible host.
(b) Indirect-contact transmission involves contact of a susceptible host with a contaminated intermediate object, usually inanimate, such as contaminated instruments, needles, or dressings, or contaminated hands that are not washed and gloves that are not changed between patients.
(2) Droplet transmission, theoretically, is a form of contact transmission. However, the mechanism of transfer of the pathogen to the host is quite distinct from either direct-or indirect-contact transmission. Therefore, droplet transmission will be considered a separate route of transmission in this guideline. Droplets are generated from the source person primarily during coughing, sneezing, and talking, and during the performance of certain procedures such as suctioning and bronchoscopy. Transmission occurs when droplets containing microorganisms generated from the infected person are propelled a short distance through the air and deposited on the host's conjunctivae, nasal mucosa, or mouth. Because droplets do not remain suspended in the air, special air handling and ventilation are not required to prevent droplet transmission; that is, droplet transmission must not be confused with airborne transmission.
(3) Airborne transmission occurs by dissemination of either airborne droplet nuclei (small-particle residue [5 µm or smaller in size] of evaporated droplets containing microorganisms that remain suspended in the air for long periods of time) or dust particles containing the infectious agent. Microorganisms carried in this manner can be dispersed widely by air currents and may become inhaled by a susceptible host within the same room or over a longer distance from the source patient, depending on environmental factors; therefore, special air handling and ventilation are required to prevent airborne transmission. Microorganisms transmitted by airborne transmission include Mycobacterium tuberculosis and the rubeola and varicella viruses.
currents and may become inhaled by a susceptible host within the same room or over a longer distance from the source patient, depending on environmental factors; therefore, special air handling and ventilation are required to prevent airborne transmission. Microorganisms transmitted by airborne transmission include Mycobacterium tuberculosis and the rubeola and varicella viruses.
(4) Common vehicle transmission applies to microorganisms transmitted by contaminated items such as food, water, medications, devices, and equipment.
(5) Vectorborne transmission occurs when vectors such as mosquitoes, flies, rats, and other vermin transmit microorganisms; this route of transmission is of less significance in hospitals in the United States than in other regions of the world.
Appendix (II)
A comprehensive All of these infectious organisms require patients to be managed in various levels of isolation precautions to circumvent cross transmission to other patients or staff within the facility.
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